firm, nonfollicular discrete papules on the upper regions of the chest, back and upper arms ( Figure 1 ). Also, keratosis pilaris was observed over the lateral surface of upper arms. Routine laboratory tests were within normal limits. Histopathological examination of papules showed perivascular mild lymphoid infiltrate in the superficial dermis and mild homogenization of collagen fibres (Figure 2 A) . Fragmentation and diminution, even loss in some areas of elastic fibres were seen by Verhoeff-van Gieson staining in histopathological examination (Figure 2 B) . Histopathological examination did not show any follicle in or near the lesion. The lesions were diagnosed as PE based on clinical and histopathological findings.
Papular elastorrhexis is a rare disorder with no systemic associations and family history [2, 3] . It occurs usually in childhood or adolescence such as in our patient. Most of the reported cases were female [1] [2] [3] [4] . Histopathologically, PE displays prominent fragmentation and loss of elastic fibres with or without changes in collagen bundles in the dermis [3] .
Differential diagnosis of PE consists of many dermatological entities such as nevus anelasticus, abortive form of Buschke-Ollendorff syndrome, anetoderma, papular acne scars (Table 1) . It is controversial whether PE is a distinctive entity or not because of clinical and histopathological similarity to these dermatological entities. Although PE is defined as a distinct variant of connective tissue nevi that are hamartomas characterized by an imbalance in the relative amount and distribution of dermal connective tissue components, the opinion that PE is a separate entity is more accepted today because PE is usually acquired, nonfollicular and sparsely located, and histopathologically has prominent elastic tissue fragmentation [1, 2, 4] .
Wilson et al. evaluated 133 dermatology outpatient patients and detected small, hypopigmented papules on the upper part of the trunk in 28% of the patients. They found that there was a statistically significant correlation between papules and a history of truncal acne. Histopathological examination of these papules showed changes consistent with perifollicular scars and these papular lesions were evaluated as post-acne papular scars by Wilson et al. [5] .
We think that the diagnosis of our case is PE because of the onset age, location, clinical appearance (nonfollicular flesh papules) and histopathological findings (nonfollicular, fragmentation and diminution of elastic fibres) of the papules. Also, we think that PE is a distinct entity from the connective tissue nevi. However, the relation between PE and acne vulgaris is not obvious yet. We think that there may be a possible etiopathological relation between acne and PE because of our case who had a history of acne vulgaris and the data of Wilson et al. [5] . Further studies are needed to explain this relation. Our view is that there may be two forms of PE including de novo incipient and subsequent to acne vulgaris or another inflammatory disease.
Whatever the etiopathological factor is, the diagnosis of PE by the dermatologist is important to alleviate the worry of the patient and avoid unnecessary investigations. Dermatologists must keep in mind this unusual entity in patients with flesh-coloured papules and biopsy of the lesions must be performed.
